Objective To describe contraceptive service use and identify demographic and sexual behavioural characteristics associated with use (and non-use) of different services.
Introduction
Major advances in contraceptive service provision have been seen in Britain since Marie Stopes opened the first contraceptive clinic in 1921. During the inter-war period, the number of such clinics proliferated as the concept of 'family planning', with its emphasis on birth spacing and healthier mothers and children, gained increasing currency. In the late 1960s and early 1970s, contraceptive service provision was to extend more into general practice, with the availability of a medically prescribed and effective method, the contraceptive pill. 1 The most recent development in service provision is the role of the retail sector in the provision of emergency contraception.
services will help with the planning and development of contraceptive provision in the UK.
Methods
The second National Survey of Sexual Attitudes and Lifestyles ('Natsal-2') was conducted in 1999- 2001 . Further details on the survey methods have been described elsewhere. 4, 5 In brief, a probability sample of 16-44-yearolds in Britain were interviewed about their sexual attitudes and behaviours. Data were collected by a combination of computer-assisted personal interviews (CAPI) and computerassisted self-interviews (CASI). A total of 11 161 individuals participated in the study (4762 men and 6399 women). The overall response rate was 65.4%. 4, 6 For the purpose of examining the profile of those most likely to be in need of a contraceptive service, individuals reporting the following characteristics were excluded from this analysis: (1) exclusive use of male or female sterilisation in the last year (men and women who reported that they or their partner had been sterilised, but had used another other contraceptive methods in the last year, were not excluded from the sample), (2) medical investigations for infertility, (3) only same-sex partners in the last year, and (4) no vaginal intercourse in the last year.
Women who reported that they were pregnant were retained in the sample as it was not possible to determine whether or not the pregnancy was planned.
Respondents were asked to identify sources of contraceptive advice or supplies that they had accessed in the year prior to interview. Use of emergency hospital departments was a response in the survey, but was not included in our analysis. Very few respondents (n = 45) reported this as a source of contraceptive advice or supplies, and of those who did, all had used one of the other service categories. Contraceptive services were grouped into four broad categories: general practice [including own general practitioner (GP) or another GP at own surgery or other health centre], community contraceptive clinics (including local health authority clinic or sexual health/contraceptive service for young people), retail (including chemist/pharmacy, other types of shop, vending machines or mail order) and non-use of any service. We explored how use of these types of service varied by sociodemographic characteristics (age, ethnicity, educational attainment, social class, marital status, parity and area type) and the reported number of heterosexual partners in the last year. It is important to note that the (row) percentages shown in Tables  1 and 2 sum to more than 100% because respondents could report use of more than one type of service in the past year, thus 'types of service' are not mutually exclusive categories. Venn diagrams were created to provide a proportional representation of women and men's service use (see Figures  1 and 2 ). 7 As these diagrams only apply to those who have accessed services in the previous year, the percentages are different to those presented in the tables, where the denominator includes non-users.
All analyses were performed using the survey functions of STATA Version 7.0 to account for stratification, clustering and weighting of the sample. 8 The data were weighted to correct for unequal selection probabilities and to match the age/sex population profile. 3, 5 Values of p<0.05 are considered to be statistically significant for all analyses.
Results

Sample characteristics
After exclusions, the sample comprised 3369 men (70.7% of all men interviewed) and 4375 women (68.4% of all women interviewed).
Women's use of contraceptive services
General practice was the most commonly cited provider for contraceptive supplies with 59.2% (95% CI 57.5% to 60.8%) of sexually active women reporting use of this service in the last year (Table 1) . Three-quarters (74.9%) of this group reported exclusive use of general practice. Retail sources were used by 22.5% (95% CI 21.1% to 24.0%) of the women, with nearly half (48.3%) of retail users reporting that this was their sole source of supplies. Fifteen percent (95% CI 13.8% to 16.3%) of the women reported use of community contraceptive clinics, and again half of these reported exclusive use of this service (49.3%). Overall, 16.3% (95% CI 15.1% to 17.6%) of women reported using more than one category of service in the past year. Figure 1 shows that the largest overlap in service use was between general practice and retail, with over one in ten (11.0%) of the women reporting any service use accessing both these services in the last year. One in five (20.7, 95% CI 19.4% to 22.0%) sexually active women reported that they had not accessed a service for contraceptive supplies in the last year.
Variations in women's use of specific services by demographic and sexual behaviour characteristics are Table 1 . Strong associations were found with age and these were significant for all but retail outlets. A strong age gradient can be seen for community clinics, use of which decreased incrementally and significantly with age, with 33.7% of women aged 16-17 years reporting their use compared to 8.6% of women aged 35-44 years. Age was also significantly associated with use of general practice; prevalence of use peaked among 18-24-year-olds. Nevertheless, the proportion of women visiting a general practice for contraceptive supplies was higher than the proportion visiting community contraceptive clinics for every age group. No significant differences in prevalence of attendance by ethnic group were seen in general practice, but use of community clinics was significantly higher amongst women from Black and minority ethnic groups than amongst those who were White. The proportion of women using retail outlets was significantly higher among women with higher levels of educational attainment, and amongst those in higher social class groups. There was little association between area type and use of a particular service, except for community contraceptive clinics where prevalence was highest amongst women living in urban areas (18.3% vs 8.7% amongst those living in rural areas, p<0.0001). A significant incremental increase was observed between the number of sexual partners in the last year and the use of community contraceptive clinics and retail outlets. Women with more than one sexual Use of contraceptive services in Britain 
Men's use of contraceptive services
Nearly half (45.1%, 95% CI 43.2% to 46.9%) of all sexually active men reported that they had not accessed any services for contraceptive supplies in the last year (Table 2) . Among those who reported that they had, the most common source of supplies was retail services, with 42.7% (95% CI 40.8% to 44.5%) having accessed this type of service, and 84.3% of this group reporting this was their only source of contraceptive supplies. General practice was cited by 11.7% (95% CI 10.5% to 13.0%) of male respondents (with 58.5% of general practice users reporting exclusive use) and community contraceptive clinics by 7.7% (95% CI 6.7% to 8.7%) (with 55.6% of community contraceptive clinic users partner in the last year were more likely to have used more than one contraceptive service in the last year. Overall, one in five (20.7%) sexually active women had used no service in the past year to access contraceptive supplies. Non-use was highest among 35-44-year-olds (36.0%) and lowest among 18-24-year-olds (8.7%). Non-use was also higher amongst those with lower educational attainment, those of lower social class, those who were currently or previously married, and those with more than one child. In terms of sexual behaviour, non-use was higher amongst those with one partner, although nearly one in ten women (8.7%) who reported five or more partners had not accessed a service in the last year. reporting exclusive use). There was little overlap in use of different providers amongst the male service users (Figure 2) , with just 7.3% of these men reported using more than one type of service. As seen amongst the women, the greatest overlap in service use was between general practice and retail, with 3.9% of men reporting use of both these types of services.
Age was significantly associated with use of community contraceptive clinics and retail outlets, but not with use of general practice (Table 2. ). The proportion of men using community contraceptive clinics was highest in the 18-19-year-old age range (20.3%) The proportion of men using retail outlets was highest among those with a degree (51.4%), with prevalence of use decreasing incrementally and significantly with decline in educational attainment (to 28.4% of men reporting no educational qualifications). No significant difference was observed between ethnicity and use of any of the types of contraceptive services. Use of general practice was significantly higher amongst married and cohabiting men and those with two or more children, while use of community contraceptive clinics and retail outlets was significantly more common amongst men who were single and those who did not have children. As observed among women, the proportion of men using community contraceptive clinics was significantly higher among those living in urban areas than those living in rural areas. Use of more than one service was highest amongst 18-19-year-olds, those living in urban areas, the single and those childless. Prevalence of use of community contraceptive clinics, retail services, and of use of more than one service, increased with numbers of heterosexual partners. This association was not observed amongst those using general practice.
The characteristics of men accessing no service for contraceptive supplies were similar to those of female nonusers. The prevalence of non-use was highest amongst men aged 35-44 years (56.9%) and lowest amongst those aged 18-19 years (23.7%, p<0.0001). It was also higher amongst those with children compared to those without, and amongst those reporting no educational qualifications compared to those with. Although non-use was more common amongst those reporting one sexual partner in the last year compared to those who reported two or more, over a quarter of men with five or more partners (28.5%) reported non-use.
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Discussion
General practice was the most frequently reported source of contraceptive advice and supplies for women, with nearly two-thirds of our sample reporting use in the last year. These findings are in line with other population-based surveys reporting on women's use of contraceptive services. 9, 10 Overall, three times as many women had accessed general practice for contraceptive supplies as had done so in community contraceptive clinics, and amongst women aged over 25 years, five times as many. More than half of 16-17-year-olds did so, despite concerns that young people's fears around confidentiality may act as a barrier to general practice. 11 The proportion of men who accessed contraceptive supplies from general practice was lower; little more that one in ten, even amongst those aged 18-19 years, with retail outlets the most frequently cited contraception source amongst men.
Over the last decade much debate has centred on whether or not different types of contraceptive services duplicate or complement each other. 2, 12 We found relatively little 'shopping around' between contraceptive services. Only one in six women, and fewer men, reported using more than one service in the last year. It was not possible to determine whether use of additional services was due to consumer choice, or due to referrals made by providers who were unable to offer the service required. However, among the minority of those who used more than one service, use of an additional service was less common amongst women attending general practice for contraceptive supplies. Those who 'shopped around' were more likely to be younger, single and have more sexual partners.
Those with larger numbers of sexual partners were more likely to report using community contraceptive clinics and retail outlets for contraceptive advice and supplies. In contrast, general practice appears to be attracting older, monogamous women in the family-building stages of their lives. Our data suggest therefore that community contraceptive clinics are seeing those at higher sexual health risk. It is important to acknowledge that this is likely to be confounded by age and marital status. The bivariate analysis presented provides a profile of users (and non-users) of contraceptive services rather than a parsimonious model of risk factors. From a public health and service provision prospective it is important that the client profiles of different services are understood. Multivariate analysis is therefore not appropriate here. For example, by adjusting for age and number of sexual partners, the effect of partner numbers would be lost because of its association with age.
While these data cannot answer the question of whether different services are meeting people's needs, they illustrate that use does vary depending on individual demographic and sexual behavioural characteristics. The national Evaluation of One-Stop Shop Models of Sexual Health Provision found that some target groups at particular risk, such as young men and some people from ethnic minority groups, maintain a strong preference for specialist services. 13 This supports the need for a range of contraceptive providers. A reduction in community contraceptive clinics could potentially have negative consequences for the most vulnerable. Women from Black and minority ethnic groups were more frequent users of community contraceptive clinics than were White women. However, the numbers representing different ethnic minority groups were too small to draw any strong conclusions about ethnicity and service use, and the categories derived for data analysis may be too broad to provide meaningful information about specific ethnic minority groups. Additionally, it is important to acknowledge that the availability and thus accessibility of community contraceptive clinics is often greater in urban centres, such that the observed association with ethnicity may, in part, reflect the greater density of ethnic minority groups in urban areas. 14 It has been argued from a public health perspective that it is important to have choice to meet the needs of different users. Bardsley and colleagues comment that if provision of contraception through community contraceptive clinics was reduced, rather than accessing their general practice, many women would use less effective 'over the counter' methods or even no method at all. 15 However, since the launch of the National Strategy for Sexual Health and HIV in 2001, there has been increasing emphasis on expanding the role of primary care in the provision of sexual health care in England, 16 such that general practice may be becoming increasingly attractive to such women as a provider of contraception advice and supplies and, more generally, sexual and reproductive health services.
The results of this study may reflect patterns of contraceptive use. In this respect, a limitation of this study is that it is not possible to determine which methods were supplied by which service (although data on contraceptive use in the last year were collected by Natsal-2). Thus, it is not possible to ascertain whether contraceptive use was influenced by the service(s) attended and/or availability in a respondent's locality. For example, men may be more likely to be using retail outlets to obtain condoms if these are not available at their general practice. GPs are charged with providing a narrower range of contraceptive services and methods; in 2002 over 90% of GPs provided oral contraceptives and emergency contraception, only around half provided condoms and less than a third provided implants. 17 Unfortunately, there is currently little incentive for GPs to increase the spectrum of methods available in general practice. There are only two Quality and Outcomes Framework (QOF) points directly applicable to contraception: (1) a written policy for responding to requests for emergency contraception and (2) a policy for providing pre-conceptual advice. 18 Comprehensive contraceptive provision may even be limited in some of the specialist contraceptive services. The range of contraceptive methods within designated young people's services has been found to be often limited. 19 One in five sexually active women and nearly one in two sexually active men had accessed no contraceptive service in the past year. Since the numbers who were pregnant or planning pregnancy is unknown from Natsal-2 it was not possible to determine how many of these were people with unmet need in terms of service provision. However, it is worrying to find that 14% of sexually active young women and 31% of sexually active young men aged 16-17 years reported not accessing any type of contraceptive service. Stone and Ingham found in their survey of young people accessing youth-targeted sexual health services that less than one in three had accessed a sexual health service prior to first sexual intercourse. 20 Considering the high rates of teenage pregnancy and sexually transmitted infections amongst young people, 21, 22 attention needs to be paid on how best to engage with this age group to ensure that their sexual and reproductive health needs are met.
Patterns of contraceptive use have changed over the last two decades. For example, pill use has declined slightly, while condom use has increased. 23 Retail outlets are the most commonly reported source of contraceptive advice and supplies for men. Ways of providing support for men in these settings and linking men into health services need further exploration. Although this study found that almost half of men had not used any service for contraception in the past year, there is evidence that the number of men using contraceptive services is increasing. 9, 10 Changing trends in contraceptive use over time, among women and men, are likely to have an impact on population needs in terms of service provision. A choice of contraceptive providers has the potential to lead to a greater proportion of women and men using effective and acceptable contraceptive methods. General practice is the setting providing contraceptive care to the majority of people in this country. In order for GPs and practice nurses to provide a comprehensive and quality contraceptive service, contractual incentives and training issues need to be addressed.
